I FELT greatly honored when I received your committee's invitation to deliver a paper on ulcerative colitis at this meeting and I thank you very sincerely for the privilege of being here.
I am presenting this particular aspect of the subject because I think one should seek an explanation of the reason why our results, at tile Gordon Hospital in London, in the hook-up type of operation seem, oftentimes, to be at variance with those of other clinics, both here and at home. Indeed, t am sure that there are many here who are highly skeptical of tile possibility that, in chronic ulcerative colitis, a diseased rectum may be retained and that, after total colectomy, it may be anastomosed to the ileum with the confident expectation that the inflammatory changes will subside, that the rectum will be able to continue its physiologic function, that the patient will return to complete good health and that he will be able to induge in every social and economic pursuit. Yet, that is our claim for the vast majority of our patients. Table 1 reveals the basic facts concerning my series of cases, encountered from March 1952 to November 1960, and from which certain factors of success and failure may be learned. There were 172 patients and 164 survived the operation. Of these, four died after intervals varying from one to five years, of causes quite unrelated to the operation. Two others died of causes which ~n-directly couki be attributed to the method of treatment.
Read at the meeting of the American Proctologic Society, Pittsburgh, Pennsylvania, June 21 to 24, 1961. Although the operative mortality rate, o1{ a little less than 5.0 per cent, is reasonably low, especially when it is realized that the series included 32 [uhninating cases, I believe it would have been lessened still further if some of the patients, particularly those in the acute fulminating category, had been referred for surgery earlier. 1 believe that the only treatment for such cases is immediate colectomy after a brief period of preoperative preparation-a preparation more in the province of the surgeon than the physician. I do not consider that steroid therapy is approl)riate in the management o~ these cases or that medical treatment shoukl play a part. Immediate operation, consisting of excision of the disintegrating colon, oflers the best chance of su.rvival. However, when possible, a brief course of neomycin is invaluable in diminishing or eliminating the bacillus coli from the contents of the bowel.
At the initial operation we make no attempt {o anastomose the ileum to the rectum, as success in part depends on a minimum of operative time and performing an anastomosis would prolong it. Instead, the two ends of the bowel are exteriorized through the central abdominal incision on completion of the cotectomy (Fig. I) , the anastomosis being undertaken three or four weeks later if the patient's general condition permits. On account of the many adhesions that form around the ileostomy or proctostomy, this is a difficult anastomosis to effect and sometimes it breaks down. Should the fecal fistula persist the anastomosis is reeffected, but it may be necessary, in order to ensure union, to defunction it by insti-206 tuting an ileostomy above the anastomotic line. The latter is closed when the union of ileum and rectum is secure.
I think our mortality rate has been kept low by employing this two-stage procedure, not only for the fulminating cases, but also in those severely ill patients in whom, when the colectomy is completed, it is considered that their general condition is such that the abdomen should be closed as soon as possible. We also use it in the type of case in which the rectum is so thinned by disease that suturing it to the ileum cannot be accomplished with any assurance that the stitches won't cut out. If the upper end of the rectum is exteriorized, it will be ~ound that within a few weeks the rectal wall has become so thickened that the stitches will hold and that an anastomosis can be performed without the probability that disruption of the suture line will ensue.
Four of the deaths occurred in fulminating cases. Of the remaining four, three occurred in acute cases and one was a chronic case. Two patients with acute diseases died of multiple small intraperitoneal abscesses and accompanying complications. These abscesses all seemed to have formed around thread ligatures and we have now abandoned use of this material except for the superficial layers of the anastomosis. Apart from this we employ catgut through- out and, since doing this, we have not had a death that could be attributed to intraperitoneal abscesses. The third death followed an attempt to preserve the rectum in a child in whom perirectal suppuration was extensive• The wound failed to heal and the patient died from sagittal sinus thrombosis after abdominoperineal excision ot the residual rectum.
By referring to this fatality, I do not wish to create the impression that fistulas are necessarily contraindications to surgical procedures aimed at preservation of the rectum. If they are situated below the sphincter, they can be laid open before the main operation, and after the colectomy, tb.ey will heal, although the latter process is sometimes delayed (Fig. 2, 8 ). However, if the rectum, as in the case of the child who died, is surrounded by pockets of pus, attempts at its preservation are misguided. The one operative death among the chronic cases occurred in a child, aged 14 years, who weighed less than 40 pounds. He was referred to us with legs and arms so deformed by contracture that attempts had to be made to correct the deformities before operation was undertaken. On the fourth postoperative day, he collapsed suddenly and died.
Postmortem examination reFro. 3. The same case four months after total colectomy and ileorectal anastomosis.
vealed adrenal atrophy. It is likely that the patient died of steroid insufficiency and that smaller than adequate doses of steroid agents were administered.
We are all conversant with the need for administration of cortisone therapy to patients who have been given this drug during a period of medical treatment. Perhaps we are not so conversant with the fact that in a number of these cases the disease alone may cause a deficiency of this hormone and that the manifestations of the deficiency may be so overwhelming that intravenous administration of the drug may be necessary to maintain life. in this series there were six patients who had never taken cortisone but who collapsed suddenly and, for no apparent reason, blood pressures fell alarmingly three or four days after operation. In all cases the collapse was arrested and the blood pressure restored by immediate intravenous administration of cortisone. I am quite sure that these patients would have died without this therapy and it is a deficiency against which we should constantly be on guard.
I wish to comment on two cases in which cancer involved the rectal stump. The first was a young man who had suffered with the disease for 17 years before operation was undertaken.
The second was a young woman, who had suffered from the condition probably for more than 13 years. In the latter case the rectum was severely strictured and, in spite of advice, she refused to have an ileostomy. On this account an ileorectal anastomosis was carried out after dilatation of the rectal stump. The occlusion of the rectum continued and periodically biopsies were performed. Five years after operation the presence of a carcinoma was proven and the rectum was removed. The patient is alive and we11 one year after the second operation. In the first case there was a lesser degree of contracture but the rectum never healed after operation. A cancer was proven and he died of multiple metastasis following abdominoperineal excision.
Two points arise from a study of these cases. First, on account of the danger of the development of cancer in the very longstanding case --a risk sometimes estimated at more than 33 per cent in those patients who have had the disease ten years or more--such cases are perhaps best treated by panproctocolectomy, i must state, however, that I have not always followed this consideration. Second, if the rectum is involved by a fibrous stricture, this complication must be regarded as an absolute indication for removal of the rectum as it is in this region that carcinoma most commonly develops. I cannot share the enthusiasm of my colleague, Mr. Lawrence Abel, for balloon distention of rectal strictures and for the subsequent usage of the rectum for anastomosis because the potential danger sites of cancerous change still remain. Nevertheless, Mr. Abel has reported numerous successes.
i would, however, emphasize the difference between a strictured rectum and one in which the normal capacity is reduced by edematous infiltration of its walls, resulting in a failure to distend. The large majority of cases, in fact, fall into this category and, when healing occurs in the postoperative period, the capacity of the organ increases and only a minority become constricted.
At this stage may I refer to the eight cases (5 per cent of the survivors) in which ileorectal anastomosis proved a failure and which were converted subsequently to a permanent ileostomy. Four of these patients developed contractures of the rectum, although at the time of operation this condition was not present. I am sure that if this complication does occur, the patient shouid be advised to have the rectum removed. Of the other conversions, one was for incontinence, in this case there had been damage to the sphincter mechanism at childbirth and, after operation, the paFro. 4. The excised specimen from the patient in Figure 5 .
tient was quite unable to control soft motions. One conversion was performed in a case where cancer involved the rectal stump and the remaining two were for persistent perirectal suppuration.
I now wish to pass to the bright side of my experience, which is represented by 135 patients, or approximately 83 per cent, of those who survived the operation. These patients came from all walks of life, including long-distance lorry drivers, an engineer, a soldier, an actor, a business executive, FIe. 5. The patient six months later.
Fro. 6. Division of the vascular pedicle to the rectum containing the superior hemorrhoidal artery.
nurses, a physician and many housewives. All enjoy normal health, follow every domestic aml social pursuit and, according to their sex, their have either borne or sired children. They have regained and, in many cases, exceeded their previous best weight. They have complete rectal control, no urgency and the additional number of bowel actions causes no inconvenience. Another 15 patients, or 9.0 per cent of the operative survivors, are well but indulge in limited activities, mainly because of psychologic reasons. Perhaps I can best convince you of the good results by showing photographs (Fig. 4, 5 ) and I will mention certain factors that I believe have been responsible for the successful outcome in these cases.
I have directed attention to the two-stage type of operation and its indications. ~Vith regard to operative details, two points are essential. I believe that the blood supply to the colon and rectum is excessive in these \, -, ( Fro. 7. The defunctioning ileostomy made in continuity.
cases. It is a point difficult to prove, but I have always been impressed by the caliber of the inferior mesenteric artery, which appears larger than one is accustomed to find during an abdominoperineal operation for cancer. I, therefore, always divide this artery deliberately below the last branch of the sigmoidal artery, at which point it is anatomically the superior hemorrhoidal artery (Fig. 6) . This deprives the rectum of much of its blood supply and I think it may be responsible for accelerating rectal healing. Certainly it diminishes the likelihood of postoperative rectal hemorrhage.
Fro. 8° Ileostomy situated in the right lilac fossa.
Another operative detail is to defunction the line of anastomosis by making an ileostomy in continuity in those cases in which an ileorectal anastomosis is performed at the initial operation (Fig. 7, 8) . "vVe have found that despite meticulous suturing, one in four of our anastomoses leaks. This has been demonstrated by barium enema studies. If a safety valve ileostomy is provided, no harm results and the leakage points always heal. If, however, no such defunctioning ileostomy is provided, the intestinal content leaks through, causing pelvic cellulitis and ischiorectal abscesses and death may ensure consequent upon generalized peritonitis. Figure 9 illustrates a marked leak and Figure I0 shows roentgenologic evidence of the healed lesion some two months later.
Under no circumstances must the ileostomy be closed until x-ray examination after a barium enema has demonstrated complete healing. As a routine, we carry out roentgenologic examination after a barium enema three weeks after the main operation. FI(;. 9. Postoperative barium enema x-ray showing a leaking anastomosis.
Should a leak be demonstrated, we dismiss the patient from the hospital for a month and repeat the investigation at the end of that time. By then most fistulas will be closed. If, however, leakage is still present, the ileostomy is continued and, after another month or six weeks, the x-ray study is repeated. On no occasion has the leakage persisted anti in all patients we have closed the i!eostomy. Figure 11 represents a perineal wound of a patient in whom ileorectal anastomosis had been performed without an ileostomy. This operation was done at another hospital FIG. 10. Barium enema in the same patient (Fig.  9 ) two months later. Tile anastomosis is now fully healed. The barium spilled fronl the previous x-ray is still present in the pelvis. and the patient, a woman, developed gross perirectal suppuration. The rectum had to be removed and I found that the tract of the abscess cavity extended to a leaking anastomosis. I have no doubt that, had this anastomotic line been protected by an ileostomy, removal of the rectum would not have been required.
FIG. 1 1. The perineal wound after excision of the rectum for persistent perineal suppuration. The infected tract (dark in the photograph) extended to the ileorectat anastomosis which had not been protected by an ileostomy.
The postoperative progress of these patients has often been associated with many difficulties, a few of which may possibly be attributed to the type of surgical procedure employed. However, we have not abandoned the principle of the operation, nor have we carried out a conversion lightly in any such instance.
We have encountered all types of postoperative complications, including severe electrolyte disturbance, pelvic abscesses, subphrenic abscesses, obstructions, fistulas into the abdominal wound, fistula-in-ano, severe rectal hemorrhage in the immediate postoperative period, occasionally requiring infusions of many pints of blood, and wound breakdown--in fact, every type of complication that can be met in abdominal surgery. All have been treated along general surgical lines and have not been considered sufficient reason for abandoning ileorectal anastomosis. Persistence, I am sure, plays a considerable part in the character of the final recovery.
Obstructions have been our principal worry and I think they cannot be blamed solely on the type of operation. Rather, Z[ believe they are caused by the disease itself, as well as by the extensive raw area and the absence of intra-abdominal support for the intestines, which are inevitable concomitants of colectomy. Removal of the colon masks abdominal distention that would otherwise be apparent in intestinal obstruction and, as the obstruction may not always be complete, the ileostomy can continue to function--at least partially. It is easy, there15ore, to overlook an obstructive episode until the patient's condition suddenly deteriorates and a second hazardous operation becomes imperative. One should constantly be on the alert for these obstructive episodes ant[ conservative treatment should not be continued if there is not a rapid favorable response. Repeated observations of the patient, aided by straight x-rays of the abdomen, must be carried out and the slightest deterioration in the general condition of the patient should be the signal for re-operation. We have dealt surgically with obstructions in 20 different patients, butwe have not lost one. The only patient who died of obstruction was operated upon abroad. This complication occurred three months after the patient's discharge fi'om the hospital and it would seem thai operation was delayed until it was too late. Now I would like to direct attention to a syndrome that can be associated with a persistent partially obstructed loop of intestine. Such patients may have been in excellent health until they begin to lose weight, become anemic and have a return of diarrhea. On examination a succession splash in the obstructed and distended intestinal loop is always present and an x-ray may reveal the distended coil of gut. Reoperation and relief of the obstructing bands or adhesions, rapidly restores the patient to good health.
Our successes are partly due to administration of certain drugs which control the number of bowel actions. We use codeine phosphate and isogel routinely in the postoperative period, the latter being the most efficient of the bland, water-absorbing substances anti the former generally is the best of drugs to diminish peristalsis. Sometimes an anticholinergic drug is used and dramatic effects are often noted with penicillin V and sulphonamide (Lillie). With the passage of time, however, and accompanying assumption of the functions of the colon by the small bowel, the number of daily bowel actions diminishes and most patients are weaned from all drugs except an occasional dose of codeine phosphate or isogel.
In conclusion, I believe the most important factor in achieving successful results is the management of such patients in clinics specializing in this disease. The return to heakh depends as much on the ski11 and experience of nurses, anesthetists and other ancillary personnel, as it does on the capabilities of the surgeon. In these respects, no one has been better served than I, and to all I acknowledge my great indebtedness.
